
recognized. If we preserve the term chronic interstitial
nephritis for the indurated or contracted kidney it might
be well to adopt Riesman's6 expressions, secondary
interstitial nephritis for this form and primary inter-
stitial nephritis for the slowly developing, insidious,
cardio-vascular, typical contracted kidney.
As a subheadunder chronic interstitial nephritis should

be placed the arteriosclerotic kidney with its striking
local vascular changes that are but a part of a more gen-
eral arteriosclerosis. This can generally be recognized
at the autopsy and can be suspected and permits of a

probable diagnosis during life, particularly in the aged.
The classification, then, that seems to me the best is

practically that of Senator. It is one that appeals to the
clinician as well as to the morbid anatomist. The term
"parenchymatous" can be used in place of "diffuse with-
out induration," because, though not literally expressive
of the true condition which is more or less diffuse, it
recognizes what is true, that in this form the paren-
chymal changes predominate; they are quantitatively
greater than in the second variety, where the process,
while diffuse, produces chiefly interstitial or stromal
changes with resulting induration. The classification
would be as follows :

1. Chronic parenchymatous nephritis. (Chronic dif-
fuse nephritis without induration.)

2. Chronic interstitial nephritis. (Chronic diffuse
nephritis with induration.)

a. Primary chronic interstitial nephritis.
b. Secondary chronic interstitial nephritis
c. Arteriosclerotic kidney. (Arteriosclerotic in-

terstitial nephritis.)
3. Mixed type, i. e., a combination of 1 and 2.
(The Symposium on Nephritis will be concluded by the

papers of Drs. Kelly, Bishop and Riesman and the discussion.)

OPEN-AIR TREATMENT OF TUBERCULOSIS:
TENT LIFE IN ARIZONA.

R. W. CRAIG, M.D.
PHEONIX, ARIZONA.

With an early diagnosis and proper treatment most
cases of pulmonary tuberculosis should recover. That
the disease is curable, is to-day generally recog-nized by medical men, and pathologists are con-
stantly demonstrating at the postmortem table that
no disease gives stronger evidence of healing ten-
dencies than tuberculosis. Boudet of Paris recently re-
ported 138 autopsies in which 117 revealed cicatrices of
healed tuberculosis. Clinical reports from the modern
open-air institutions largely confirm these statistics.
The latest available information from Nordach in the
Black Forest, Kimberly, South Africa, the Adirondack
Cottage Sanitarium in New York, and others, show thatfrom 20 to 35 per cent, of all cases admitted are abso-
lutely cured as proven by the absence of bacilli, a re-
turn to good health and the resumption of the ordinaryvocations of life. These clinical reports do not ade-
quately represent the actual percentage of recoveries.
By far the largest number of cases that recover are
never recognized during the course of the disease and are
only revealed at the autopsy. As a matter of fact from
60 to 73 per cent, of all cases of pulmonary tuber-
culosis recover as proven by autopsies where death hasbeen the result of other causes.

6. Hektoen and Riesman: An American Text-Book of Pathology,p. 942.
Read at the Fifty-third Annual Meeting of the AmericanMedical Association, in the Section on Practice of Medicine, andapproved for publication by the Executive Committee: Drs. FrankA. Jones, George Dock and J. M. Anders.

In every case of pulmonary tuberculosis are .found
two conditions : one caseation with subsequent tissue des-
truction and more or less mixed infection; the other
fibrosis, cicatrization and healing, the ultimate result in
a given case depending on the resistance of the individ-
ual and the capability of the body to restrict and limit
the growth of the bacilli and consequent extension of
the disease. To produce and strengthen these capabilities
must be the aim of all curative treatment, whether it be
by specific medication or by open-air treatment.
The status of specific medication in tuberculosis is, to

say the least, uncertain. It can at best be regarded as
but an auxiliary to a natural hygienic and diatetic treat-
ment. As yet there has been no indisputable evidence
of benefit derived from the use of the serums or tuber-
culin except for diagnostic purposes. The great prob-
lem in the cure of tuberculosis is that of nutrition, and
any drug that has a tendency to disturb the action
of the digestive apparatus is positively contraindicated,
and my personal observation leads me to believe that
more damage has been done by the indiscriminate use
of creosote, guaiacol, ichthyol, etc., than has benefit been
derived. To my mind the open-air treatment is ideal,
and the results derived from it are certainly most
gratifying.
The principles which this treatment recognize as of

vital importance, without which all else is useless, are
comprised in the essentials to perfect animal life, viz.,
pure air in unlimited quantities both day and night,good food and plenty of it, and, as nearly as possible,
complete repose. How and under what climatic condi-
tions these principles may best be applied is the objectof this paper.

DIAGNOSIS.
Early diagnosis is of supreme importance, and is

much more frequent in the past few years than formerly,
as shown by the relatively large number of incipient
cases that are sent to our health resorts. There is no
good reason why pulmonary tuberculosis should not be
recognized in the prebacillary stage and before a coughhas developed. The malaise, anorexia, gastric disturb-
ance,evening temperature and night sweats and the reac-tion produced by tuberculin are as characteristic and
classical of tuberculosis as is a cough accompanied bybacilli. If a case of tuberculosis is recognized within
the first few weeks following the infection and placedunder the best possible hygienic surroundings, in a
climate where an absolute outdoor life can be followed,the chances of recovery are good. If the diagnosis isnot made until a secondary infection has supervened,and night sweats, rigors, fever and profuse expectoration
are pronounced, a change of climate and to the best pos-sible conditions seldom afford much improvement. All
our efforts should be made toward the early detection ofthe disease, as in that and that alone lies our only real
success in treatment.

INSTRUCTION OF PATIENTS.
The patient should be fully acquainted with thenature of his ailment, as much for his own safety asfor the protection of others. It is not possible to properlytreat a patient for tuberculosis who is not fully awareof the nature and gravity of the disease. Rules madefor his guidance will not be obeyed unless he knowswhat is the matter with him and that their violation willbe invariably followed by disastrous results. Again,unless a patient understands the serious nature of hisdisease he will stop treatment as soon as he feels alittle better, thus greatly reducing his chances of re-

Downloaded From: http://jama.jamanetwork.com/ by a University of Pennsylvania User  on 06/20/2015



covery. No harm can come from telling a patient that
he has tuberculosis and explaining to him that it means
a persistent, continuous struggle for his existence for a

long period of time, perhaps ranging from two to five
years. He will soon recognize that his welfare depends
largely on his efforts and will become a good patient,
where otherwise he would be an indifferent one.
The mode of life of the patient demands unremitting

attention. It is easily possible for a patient unwittingly
to do himself more damage in half a day than can be re-
paired in a month.
Much has been said on the question of exercise for

pulmonary invalids, and its value has been maintained
by many of our best phthisio-therapists. Indeed, I be-
lieve 75 per cent of the tuberculous patients that come
under my observation have been advised by their local
physician "to get out and rough it," which is certainly
the worst advice as a whole which they could receive.
Detweiler, and in more recent years Brehmer, along with
most of those authorities who have had extensive experi-
ence in closed institutions, condemn exercise except
under the most rigid supervision and restriction. I be-
lieve that almost every so-called cold to which tubercu-
lous patients are subject can be traced to a recent over-
exertion. Any exercise or exertion which produces
fatigue with subsequent malaise, anorexia, elevation of
temperature and general depression, is a positive and
decided injury and should be prohibited. When the
temperature in the evening reaches only 99% to 100
short walks or drives may be allowed in the morning
when the temperature is normal or below, but an evening
temperature of IOOV2 or 101 is an absolute contraindica-
tion to exercise. This rule has been strictly enforced
by Anderson of Colorado Springs for many years with
most excellent results. Frequently patients will be met
who have little or no temperature, but a marked degree
of tachycardia, which is an even greater contraindica-
tion to exercise than is a temperature.

CLIMATE.
When a diagnosis has been made and the patient has

been fully instructed as to the nature of his ailment,
and the mode of life which he should pursue, the ques-
tion of climate becomes all important. Not that any
particular climate has specific action on pulmonarytuberculosis, but in what climate can he obtain the best
result from an outdoor life ? Where can he get the mostsunshine, the most equable temperature, the least hu-
midity and air free from bacteria.
Humidity.—In a consideration of the individual

factors contributing to climatic conditions, tempera-
ture, relative humidity and amount of sunshine probably
have first place. Altitude does not seem to have any
particular influence on the disease, and it is question-
able whether the benefit derived from a residence in a

high altitude is not due primarily to other causes, not-
ably dry air and improved hygienic surroundings. That
the assimilative powers are temporarily stimulated can
not be questioned, but whether the improvement is not
more than balanced by the over-nervous stimulation and
tachycardia produced is open to question. In the active
stage of the disease a high altitude certainly is disad-
vantageous on account of the increased amount of work
thrown on an already weak organ, and the constant
irritation produced by the unnecessary expansion. The
compression theory advanced by Murphy at a previous
meeting of this association seems to me to be logical, andin those cases that have come under my observation
where a pleurisy with effusion follows a tuberculous in-
fection I have never aspirated the chest unless the

amount of fluid was so great as to cause immediate
danger from pressure. In all of these cases the tuber-
culous infection of the lung has been cured or arrested.
A low relative humidity is apparently a very potent
factor.
In northern Siberia, the plains and plateaus leading

up to the Rocky Mountains in America and the
great interior plateau of central Africa the disease is
comparatively rare, and clinical evidence has taught
that, other conditions being equal, tuberculous cases
improve much more rapidly and a greater percentage of
recoveries is found where the air is dryest, and by com-
mon consent it has become to be recognized as the most
essential element that goes to make up the ideal climate
for pulmonary tuberculosis. The lack of moisture in the
atmosphere, as reported by the United States Weather
Bureau, at some points in Arizona, New Mexico and the
eastern part of southern California, is truly surprising.At Phoenix, and a few other places in the arid regions,it is not uncommon for relative humidity to read less
than 10 per cent., as compared to 60 and 80 per cent, in
the eastern and Pacific coast cities, and in June, 1901,the United States Weather Bureau at' Phoenix reportedthe humidity as inappreciable. The annual average
rainfall is correspondingly low, not generally exceedingsix to eight inches.
Sunshine.—The value of a maximum amount of sun-

shine can hardly be overestimated, as the temperatureand humidity depend to a large extent on it. The
mental condition of the average tuberculous subjectcorresponds very closely to the barometer, and when theday is cloudy and the humidity great he is depressedand melancholy; when the sun is bright his spirits rise
and he wishes to be out of doors as long as possible.The entire area comprised in Arizona, New Mexico and
southern California has an unusually great amount of
sunshine as compared with the eastern states. Duringthe month of November for several years at Phoenix
the average daily sunshine was more than nine hours.
In 1901 there were but ten entirely cloudy davs observedat several points of observation in Arizona by the United
States Weather Bureau.
Temperature.—Temperature in itself is not so im-

portant except as to its bearing upon humidity and the
total amount of sunshine in relation to the amount of
time allowed the patient to spend out of doors. On the
whole, an even high annual temperature is perhaps best
for the majority of cases. The temperature of this
region, and of Arizona in particular, is higher by an

average of fifteen to twenty degrees in summer, and
thirty to forty degrees in winter than in the north
central states, yet the relative humidity is so low in
summer that the sensible temperature is five to ten de-
grees lower; that is, the sensibility of the human body
to heat is really less in Arizona than in Illinois. À
temperature of 110 in Arizona is much less unpleasant
than a temperature of 90 in Chicago. The annual mean
temperature for the western division of Arizona for
1901 was 73.7 degrees, which is sufficiently high to allow
the patient to live out of doors or in a house tent the
entire year.

TENT LIFE.

The best results obtained in treating pulmonary
troubles in Arizona, particularly in the region surround-
ing Phoenix, has been by what is practically an outdoor
existence on the desert in the foot hills which extend
to within six miles of Phoenix. When carried out under
intelligent direction the results are in marked contrast
with those cases that are so frequently seen in the board-
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ing houses and hotel parlors. These cases do best when
kept very quiet, and good food properly prepared is
absolutely essential to improvement. The patient should
have a good tent house, about 18x20 feet in size, which
can be easily partitioned, making two good rooms. The
tent should be boarded up about three feet from the
ground and have a tight floor. A fly should be stretched
over it in order to more thoroughly protect it from the
rain and the direct heat of the sun. The sides should
be detachable, so that they can be raised and lowered,
something like awnings, to allow the best ventilation.
These tent houses should be placed a few hundred yards
from some ranch house where good board may be ob-
tained, and the patient is ready for the winter as well
as having the coolest possible residence for the summer.
This nomadic method of living is mentally entertaining
and physically refreshing. By it the digestive organs
functionate to the highest degree, and the eells and tis-
sue attain their highest reparative power.

REPORT OF A CASE OF A UNIQUE FOREIGN
BODY IN THE STOMACH; GASTRO-

TOMY; RECOVERY.
JOHN CHADWICK OLIVER, M.D.

CINCINNATI.

Vendetta R., 10 years of age, resided in Somerset, Ky. On
Nov. 17, 1901, she found a persimmon tree loaded with fruit
which had just been cut down. It is supposed that she ate
largely of the fruit, but no one knew positively in regard to
it because she was not under observation at the time.
In the evening the patient suffered from severe gastric pain

and discomfort. Ordinary home remedies were used to allay
this, but as they failed to produce any effect a physician was
called the next morning. In answer to his questions the pa-
tient acknowledged that she had eaten five persimmons and
that she had swallowed some seeds. An emetic was admin-
istered which caused some persimmon seeds and other matter
to be vomited. The emesis did not give the expected relief
from pain.
An examination of her abdomen at this time revealed a hard

lump in the epigastric region. Cathartics were given and the
emetics were repeated, but the lump remained even though
the vomiting was free and the bowels moved very well.
The patient was now sent to Cincinnati for treatment. She

was first seen by Dr. J. M. Withrow, who kindly referred her to
me on Dec. 5, 1901 ; that is, eight days after the experience at
the persimmon tree. The only complaint the patient made at
this time was of stomach ache. She did not suffer from nausea
or vomiting. Her bowels were evacuated in a normal manner
and her general appearance was excellent.
Examination of the abdomen revealed a hard mass in the

epigastric region. This extended beyond the median line to
the right, and under the ribs on the left side. It was not
tender on manipulation. The lump would change position
with the movements of the patient, but could always be felt
in the epigastric region by the examiner's hand. Careful ques-
tioning failed to show that the child had been ill previous to
her raid on the persimmon tree. Nevertheless, much doubt
was entertained as to the nature of the tumor. It was of
course possible for this lump to have been present before the
persimmons were eaten, but in the absence of any history of
previous illness it was reasonable to conclude that it was
connected with the ingestion of the fruit.
The patient was kept under observation at the Presbyterian

Hospital for four days, during which time her functions were
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normally performed. The only complaint she made was of pain
in her stomach.
The abdomen was opened December 9 under chloroform an-

esthesia. When the fingers were introduced into the peritoneal
sac two large masses could be distinguished, one near the
median line and one far to the left side behind the ribs. These
two lumps were entirely separate and distinct from each other.
Further exploration demonstrated the fact that the masses
were in the stomach and closely held by the walls of that
viscus. The stomach was now opened and two large balls,
one in the fundus and the other near the pyloric extremity,
were made out. The incision in the stomach was lengthened
to about two and a half inches. An attempt to break up these
masses by the finger was unsuccessful, so recourse was had to
a pair of curved scissors for this purpose. In this manner a
mass of persimmon seeds, shells, twigs, leaves, etc., was re-
moved piecemeal through the incision. The masses while in
the stomach were globular, of a very dense black on the surface
and of a lighter color in the interior. The entire mass re-
moved weighed nine ounces.
The anterior wall of the stomach was drawn through the

abdominal incisio'n during the removal of the detritus and
the peritoneal cavity shut off by sponges. The incision in the
stomach was closed by interrupted Lembert sutures of silk.
The organ and the abdominal wall were carefully cleansed,
after which the stomach was dropped back into the abdomen.
The abdominal wall was closed tightly with tier sutures. The
skin was closed with a subcuticular suture of silkworm gut,
which was removed December 21, twelve days after the opera-tion. The patient returned to her home in perfect health
Jan. 11, 1902.
The case possesses sufficient interest to merit its being

presented at this meeting. The main difficulty lay in the
diagnosis, which was only rendered clear after the stomach
itself was opened.

DISCUSSION.
Dr. Nathan Jacobson, Syracuse, N. Y.—The question of

foreign bodies in the stomach and their removal is one of con-
siderable interest. I reported a case last year in which I had
operated on a child eleven years old who had formed the habit
of biting off the ends of her hair. She wore the hair long and
she had filled her stomach with what she had bitten off. No one
had suspected that the tumor which could be felt was even a
foreign body. The only manifestation she presented was that
at night she was frequently seized with colicky pains. After
these had persisted for several hours she would be relieved.
The tumor had the shape of the kidney and was as movable as
a misplaced kidney. After exposing the stomach a transverse
incision was made into it. A hairy mass protruded, which
after removal was found to weigh one ounce less than a pound.I have collected upward of twenty cases, one of which was re-

ported as early as 1778 in a French journal. Very few copies
of the journal containing this article can be had. An excellent
drawing accompanies the article. Singularly enough, in not
one of the twenty cases was the diagnosis made beforehand,
one half being discovered on the operating table, and the other
half postmortem. All of the cases operated on recovered. The
tumors that have been found have occasionally been made
up of other substances besides hair. One mass weighed over
four pounds and had considerably displaced the stomach; so
much so that the long diameter of the stomach was vertical.
One would imagine that these conditions would only occur in
the feeble-minded, but very few of them occurred in the insane.
In addition to the cases referred to in my paper a case was
reported to the New York State Medical Association some time
ago and an additional one has been recently reported by a
Canadian surgeon.

New York and London Provision for Infectious Dis-
eases.—London has 6500 beds for the treatment of infectious
diseases, or one bed for each thousand population ; New York
City has only 750 such beds, or one for each 5000. London is
adding 1500 beds to its present supply, and New York, through
an issue of bonds, authorized this j'ear, is adding 225 beds.
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